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Background: The pathophysiology of STEMI typically involves thrombus formation/ acute plaque rupture. Coronary embolism presenting 
as STEMI is relatively rare and possible etiologies include thromboembolus, septic embolus or tumors.
case:  A 72-year-old obese female with long-standing DM, HTN, history of TIAs and former tobacco use presented with acute crushing, 
substernal chest pain with left jaw radiation. EKG showed ST elevations in I and aVL with ST depression in V3-V6. Emergent cardiac 
catheterization revealed an apparent 95% thrombotic bifurcation lesion in the proximal LAD and 1st diagonal. Successful aspiration 
thrombectomy was performed with subsequent deployment of a drug-eluting stent (3.5mm x15mm) in the proximal LAD lesion with 
balloon angioplasty of the diagonal lesion. Ventriculogram was deferred to significant contrast-use during PCI. TTE performed for LVEF 
assessment revealed septal and apical akinesis (LVEF 35-40%) along with an unexpected large mobile mass on the atrial side of the 
posterior mitral leaflet.
decision Making:  Given concern for myxoma, vegetation or fibroelastoma, TEE was performed. An irregular mass (2.4cm x 1.9cm x 
1.8cm by 3D rendering) with multiple spikes and scattered calcification was seen. Additional history revealed removal of a venous port 
12 days prior to admission (for AML chemotherapy), therefore blood cultures were obtained. Coagulase-negative Staphylococcus was 
detected and was treated with empirical vancomycin. Additional splenic infarcts were detected on CT scan abdomen performed for 
abdominal pain. The patient eventually underwent surgical resection of the mass and bioprosthetic mitral valve replacement (posterior 
mitral leaflet rupture noted). Pathological examination was consistent with infected vegetation.
conclusion:  Coronary septic embolism can be considered as an etiology of MI in patients with known IE or risk factors for IE (such as 
IV drug use), but diagnosis can rarely be established without angiography. Aspiration of the embolus using is generally considered safe. 
However, in cases such as this, with a high pre-test probability for CAD, diagnosis may be elusive even on angiography.
